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Dear Dr. Barber:
The Office of the State Inspector General (OSIG) performed an unannounced inspection at the
Virginia Center for Behavioral Rehabilitation (VCBR), pursuant to the Code of Virginia § 2.2309.1(B)[1][4], on June 16, 2015. The primary purpose of unannounced inspections is to review the
quality of services and make policy and operational recommendations to state facilities in order to
prevent problems, abuses, and deficiencies and improve the effectiveness of programs and services.
The focus of this inspection was to review the modified resident complaint process approved by the
State Human Rights Committee (SHRC) through variances to the Rules and Regulations to Assure
the Rights of Individuals Receiving Services from Providers Licensed, Funded, or Operated by the
Department of Behavioral Health and Developmental Services (October 8, 2014) and to determine
if exemptions to those regulations authorized by the Department of Behavioral Health and
Developmental Services (DBHDS) Commissioner are consistent with program objectives. Attached,
please find the final report and recommendations.
On behalf of OSIG, I would like to express our appreciation for the assistance the VCBR leadership
team and staff provided during our inspection.
If you have any questions, please call me at 804-625-3255 or email me at
june.jennings@osig.virginia.gov. I am also available to meet with you in person to discuss this
report.
Sincerely,

June W. Jennings, CPA
State Inspector General
CC:

Paul J. Reagan, Chief of Staff to Governor McAuliffe
Suzette P. Denslow, Deputy Chief of Staff to Governor McAuliffe
William A. Hazel, Jr., M.D. Secretary of Health & Human Resources
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Executive Summary
The Office of the State Inspector General (OSIG) performed an unannounced inspection at the
Virginia Center for Behavioral Rehabilitation (VCBR), pursuant to the Code of Virginia § 2.2309.1(B)[1][4] on June 16, 2015. The purpose of the inspection was to:
1. Review the modified resident complaint process approved by the State Human Rights
Committee (SHRC) through variances to the Rules and Regulations to Assure the Rights of
Individuals Receiving Services from Providers Licensed, Funded, or Operated by the
Department of Behavioral Health and Developmental Services (Human Rights Regulations)
dated October 8, 2014, and
2. Determine if exemptions to the Human Rights Regulations authorized by the Department of
Behavioral Health and Developmental Services (DBHDS) Commissioner are consistent with
program objectives.
VCBR is the only facility operated by DBHDS that has a modified resident-complaint process, with
multiple exemptions to the Human Rights Regulations. OSIG’s Behavioral Health and
Developmental Services Division received 16 complaints from VCBR residents in FY 2015, the
largest number of complaints received from a single state-operated facility. The majority (75 percent)
involved complaints of inconsistent application of property management policies and/or complaints
relevant to the application of the Human Rights Regulations.
Literature relating to treatment of sexually violent predators (SVP) states that restrictions to the
application of human rights regulations are most meaningful when they align with program
objectives. 1 The literature also maintains that it is in response to these restrictions that sexually
violent predators gain greater understanding that their rights in society must be balanced with the
rights of others. When the restriction of rights occurs outside the context of clearly defined program
objectives, the program is at risk of operating in a more punitive, less therapeutic, and less effective
culture.
OSIG concludes that the exemptions to the Human Rights Regulations as applied to residents at
VCBR are consistent with program objectives. However, the complaint and appeal process should
be brought in line with the other DBHDS-operated facilities and the Human Rights Regulations by
ensuring an impartial and independent review of resident complaints. In support of that goal OSIG
makes the following recommendations:
Observation 2 Recommendation: The State Human Rights Committee review the current
membership of the VCBR Appeals Committee to ensure residents at VCBR are afforded the
same level of independent complaint review provided patients/residents in other DBHDSoperated facilities.
1

Ward, Gannon, and Birgden: Human Rights and the Treatment of Sex Offenders (Sex Abuse 2007) 19: 195-216;
Springer Press.
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Observation 3 Recommendation: DBHDS revise its organizational structure to comply
with Code, ensuring the State Human Rights Director reports directly to the DBHDS
Commissioner.
Observation 4 Recommendations: The State Human Rights Committee, in consultation
with the State Human Rights Director, should review the current availability and role of the
human rights advocate at VCBR and revise current practice to ensure consistency with the
duties and responsibilities outlined by the Human Rights Regulations and are applied equally
to residents and patients at all other DBHDS-operated facilities. Once this has been
completed, the complaint policy should be updated to ensure that the role of the advocate is
clearly addressed.
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Authority and Scope of the Review
The FY 2015 unannounced inspection at VCBR was performed by OSIG, pursuant to Code § 2.2309.1(B)[1][4], whereby the State Inspector General shall have the power and duties to:
1. Provide inspections of and make policy and operational recommendations for state facilities and for providers,
including licensed mental health treatment units in state correctional facilities, in order to prevent problems, abuses,
and deficiencies in and improve the effectiveness of their programs and services. The State Inspector General shall
provide oversight and conduct announced and unannounced inspections of state facilities and of providers, including
licensed mental health treatment units in state correctional facilities, on an ongoing basis in response to specific
complaints of abuse, neglect, or inadequate care and as a result of monitoring serious incident reports and reports of
abuse, neglect, or inadequate care or other information received. The State Inspector General shall conduct
unannounced inspections at each state facility at least once annually;
4. Keep the General Assembly and the Joint Commission on Health Care fully and currently informed by means of
reports required by § 2.2-313 concerning significant problems, abuses, and deficiencies relating to the
administration of the programs and services of state facilities and of providers, including licensed mental health
treatment units in state correctional facilities, to recommend corrective actions concerning the problems, abuses, and
deficiencies, and report on the progress made in implementing the corrective actions.;
This review was not intended to provide a comprehensive review of VCBR’s overall policies and
procedures or individualized active treatment programming. The focus of the review was VCBR’s
modified resident complaint process and exemptions to the Human Rights Regulations. The scope
and objectives of the review were established through a review of relevant practices regarding the
application of human rights regulations and treatment of SVP, nationally and in Virginia.
Review objectives included the following:
1. Determining if the exemptions to the human rights regulations are aligned with best
practices for treating sexually violent predators.
2. Determining if the resident complaint procedures reflect the same level of independent
review afforded patients/residents at other DBHDS-operated facilities.
3. Determining if the role of the human rights advocate at VCBR, as described in the Human
Rights regulations corresponds to other DBHDS-operated facilities.

Authority and Scope of Review
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Background
Programs designed to reduce or prevent recidivism of sexually violent predators have been the basis
of academic and empirical research for approximately 30 years. Research in this specialized field has
resulted in an evolution of treatment approaches designed to provide society with the means to
protect its citizens from victimization while assisting sexual offenders in learning to modify their
behaviors. 2 Virginia and 19 other states have enacted legislation and established programs designed
to treat SVPs. 3
Code § 37.2-904[B] authorizes involuntary civil commitment of sexually violent predators following
a thorough examination by a licensed psychiatrist or a licensed clinical psychologist skilled in the
diagnosis, risk assessment, and treatment of sex offenders, and judicial authorization if the individual
is determined to be a continued risk to society after serving his/her sentence. According to Code §
37.2-910[A],“a hearing to assess the status of the involuntarily committed SVP is conducted 12
months after the date of the original commitment and is conducted at yearly intervals for five years
and every two years thereafter. The hearing is scheduled as soon as possible after it becomes due
because it is viewed as a priority over all pending matters before the court.” Readiness for release
varies depending on the resident’s degree of motivation for change and the severity of the risk
determined through clinical assessments. Public safety concerns and stigma associated with sexually
violent predators may make locating an appropriate and accepting placement challenging even when
the resident may be deemed “ready” for discharge.

Treatment Program
VCBR’s treatment philosophy emphasizes that every interaction between staff and residents is
potentially therapeutic. This includes interactions related to resident complaints. Current literature
on working with sexually violent predators maintains that the goals of treatment are to (a) reduce
risk to the community and (b) promote more socially acceptable behaviors. The ultimate goal for
residents is the reduction of risk so they may be conditionally released to the community with
proper supervision. Treatment that focuses on skills acquisition, emotional regulation, and value
orientation yield more effective outcomes.
The predominant treatment approach with sexually violent predators nationally and at VCBR 4 is
cognitive-behavioral therapy, “an action-oriented form of psychosocial therapy that assumes that

2

Ward, Gannon, and Birgden: Human Rights and the Treatment of Sex Offenders (Sex Abuse 2007) 19: page 196;
Springer Press.
3
Davey, Monica. Minnesota’s Holding of Sex Offenders after Prison is Ruled Unconstitutional: Associated Press;
June 17, 2015.
4
Yates, Pamela. Treatment of Sexual Offenders: Research, Best Practices and Emerging Models; International
Journal of Behavioral Consultation and Therapy.2013 Volume 8, No. 3-4
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maladaptive, or faulty, thinking patterns cause maladaptive behavior. Treatment focuses on changing
an individual's thoughts (cognitive patterns) in order to change his or her behavior.” 5
Treatment at VCBR occurs in three phases, each with its own objectives that must be completed
prior to advancing to the next phase:
• Phase I: Focus on the individual gaining control over sexual behavior and aggression and
demonstrating accountability for their criminal offense.
• Phase II: Focus on the individual developing insight into risk factors, practicing adaptive
coping responses, and introducing positive goals for lifestyle change.
• Phase III: Focus on the individual transitioning back to the community.

The Application of Human Rights Regulations at VCBR
Code § 37.2-400 (Rights of individuals receiving services) mandates the rights of individuals
receiving services “… in a hospital, training center, other facility, or program operated, funded, or
licensed by the Department.” The Human Rights Regulations further define and protect those
rights and includes procedures for residents or patients to make and seek resolution to complaints.
There are two ways in which the application of Human Rights Regulations at VCBR differs from
other DBHDS-operated facilities. VCBR utilizes a modified resident-complaint process approved by
the State Human Rights Committee and has multiple exemptions to the Human Rights Regulations
granted by the Commissioner of DBHDS.
VCBR RESIDENT COMPLAINT PROCESS
Residents at VCBR filed 1,442 complaints in FY 2015. Upon review by the facility compliance
officer, 244, or 17 percent, were determined to be legitimate complaints. Fifty-two (21 percent) were
deemed formal complaints and were forwarded to the facility director for review and 37 (15 percent)
to the VCBR Appeals Committee. The goal of the complaint resolution process at VCBR is to
resolve resident complaints at the lowest level possible. The formal complaint process is defined in
policy and is multi-tiered with defined time frames for completing each stage. When complaints
cannot be resolved informally, either by the resident’s treatment team or appropriate department,
the resident can request a formal review of the complaint.
The first stage in the formal complaint process occurs with the complaint being forwarded to the
facility director for review and determination. If unresolved following the facility director’s review,
an appeal may be presented to the VCBR Appeals Committee. The decision of the VCBR Appeals
Committee is final. Membership of the Appeals Committee includes the following:
1. Chair of the State Human Rights Committee (appointed by the State Board of Behavioral
Health and Developmental Services),
2. State Human Rights Director (reports to the DBHDS Assistant Commissioner for Quality
5

"Cognitive-behavioral therapy.” Farlex Partner Medical Dictionary. 2012. Farlex 29 Aug. 2015
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Management and Development), and
3. DBHDS Assistant Commissioner for Forensic Services (reports to the DBHDS Chief
Deputy Commissioner).
The VCBR Appeals Committee was developed following a request for a variance to the Human
Rights Regulations. Complainants in other DBHDS-operated facilities have access to regional Local
Human Rights Committees (LHRC) and the full State Human Rights Committee (SHRC).
According to the VCBR’s facility director and clinical management team, the modified residentcomplaint process provides a similar level of review but allows the facility to “streamline” the
process. This variance was reportedly requested in order to address complaints in an efficient
manner and to keep complaints from becoming a treatment distraction, while still ensuring access to
a tiered formal review process. The VCBR facility director revealed that the review completed by the
VCBR Appeals Committee is a review of the written complaint only and eliminates all opportunity
for residents to address their concerns directly with the reviewing entity, a privilege afforded patients
and residents in other DBHDS-operated programs.
According to the variance request VCBR submitted to the State Human Right Committee regarding
the modified appeals process, “A resident's recovery and eventual safety in the community are
enhanced by his ability to work collaboratively with service providers to resolve problems. This
enhances self-esteem, supports healthy self-reliance, and helps the resident make a successful
transition to community living. Effective problem-solving is an essential component of residents'
treatment plans. Therefore, the complaint process shall support residents' healthy efforts to
problem-solve and shall not reinforce attitudes of entitlement or criminogenic attitudes.”
THE ROLE OF THE STATE HUMAN RIGHTS COMMITTEE
The SHRC consists of nine members of varying backgrounds that represent professional and
consumer experiences and interests. The SHRC members are appointed by the State Board of
Mental Health and Developmental Services. The role of the SHRC for VCBR differs from that in
other DBHDS-operated facilities in that it is not part of the resident complaint appeals process.
The SHRC reviews the application of the Human Rights regulations at VCBR through the following
activities:
• Monitoring VCBR census management and individuals with extraordinary barriers to
discharge,
• Periodic review of organizational policies and procedures,
• Regular meetings with the VCBR Resident Advisory Committee,
• Annual review of variances to the Human Rights Regulations, and
• Receipt of monthly variance reports.
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THE ROLE OF THE VCBR HUMAN RIGHTS ADVOCATE
According to information provided by DBHDS, “Advocates represent consumers whose rights are
alleged to have been violated and perform other duties for the purpose of preventing rights
violations. Each state facility has at least one advocate assigned, with regional advocates located
throughout the State who provide a similar function for consumers in community programs. The
DBHDS Commissioner in consultation with the State Human Rights Director appoints advocates.
Their duties include investigating complaints, examining conditions that impact consumer rights and
monitoring compliance with the human rights regulations.”
The role of the assigned human rights advocate at VCBR is the same as that for all other DBHDSoperated facilities. Among the duties defined in 12VAC35-115-250(C) are to:
• Represent any individual making a complaint,
• Monitor the implementation of the advocacy system, and
• Investigate and try to prevent or correct, informally or formally, any alleged human rights
violations.
VARIANCES AND EXEMPTIONS
The granting of variances and the DBHDS Commissioner’s power to authorize exemptions to the
Human Rights Regulations are explained in sections 12VAC35-115-220 and subsection D of
12VAC35-115-10 of the Human Rights Regulations, respectively.
According to the Human Rights Regulations, subsection A of 12VAC35-115-220, a variance to a
regulation can be granted “… when the provider has tried to implement the relevant requirement without a
variance and can provide objective, documented information that continued operation without a variance is not feasible
or will prevent the delivery of effective and appropriate services and supports to individuals”. (See Appendix A for a
list of current variances.)
Exemptions to the regulations are defined under subsection D of 12VAC35-115-10, which states,
“These regulations apply to individuals under forensic status and individuals committed to the custody of the
department as sexually violent predators, except to the extent that the commissioner may determine these regulations
are not applicable to them. The exemption must be in writing and based solely on the need to protect individuals
receiving services, employees, or the general public. The commissioner shall give the State Human Rights Committee
(SHRC) chairperson prior notice of all exemptions and provide the written exemption to the SHRC for its
information. These exemptions shall be time limited and services shall not be compromised.” (See Appendix A for
exemptions to the Human Rights Regulations).
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Review Methodology
During the FY 2015 VCBR unannounced inspection, OSIG reviewed the application of the Human
Rights Regulations relevant to resident complaints. The inspection design was created following an
extensive literature review relevant to the application of human rights regulations and the treatment
of sexually violent predators, nationally and in Virginia. The review included information from
practice-setting organizations, such as the International Association for the Treatment of Sex
Offenders (IATSO); the Center for Sex Offender Management-U.S. Department of Justice,
Association for the Treatment of Sexual Abusers (ATSA); the Bureau of Justice-Center for Program
Evaluation and Performance Measurement; and Virginia’s Human Rights Regulations.
Quality indicators derived from the literature and Human Rights Regulations were used to facilitate
the inspection included:
1. Exemptions are aligned with best practices for treating sexually violent predators.
2. Resident complaint procedures reflect the same level of independent review afforded
patients/residents at other DBHDS-operated facilities.
3. The role of the human rights advocate at VCBR, as described in the Human Rights
regulations corresponds to other DBHDS-operated facilities.
Inspection activities included the following:
• Interviews, including:
o State Human Rights Director
o Facility Director
o Chief of Security
o Human Rights Advocate assigned to VCBR
o Clinical Director
o Security and rehabilitation staff,
• Review of VCBR Human Rights Regulations exemptions,
• Review of utilization of the resident complaint process,
• Review of VCBR treatment program,
• Observations of staff and resident interactions,
• Interviews with residents, and
Review of VCBR policies and procedures related to, but not limited to: complaints, housing,
property management, visitation, and Human Rights Regulations exemptions.

Review Methodology
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Summary, Observations, and Recommendations
Observation 1: Exemptions to the Human Rights Regulations at VCBR are
aligned with program objectives for treating sexually violent predators.
OSIG staff found that the Human Rights Regulations exemptions established by DBHDS and
VCBR were justifiable restrictions and consistent with sound therapeutic practice. This was
confirmed through the following:
• Interviews and a review of Senior Leadership meeting notes reveal that members of VCBR’s
management and security staff frequently review the applicability of policies and practices to
assure ongoing alignment with program objectives and consistency with the exemptions to
the human rights regulations.
• Clinical rationale for the exemptions maintains that sexually violent predators have deeply
entrenched beliefs that reinforce their thinking and behaviors, perpetuating their functioning
outside of the acceptable norms of society in general. The management of access to persons,
materials, and activities, and the management of resident behaviors provide residents with
opportunities to learn to function within the imposed boundaries of policies and procedures.

Observation 2: Membership of the VCBR Appeals Committee does not
reflect the same level of independent review afforded the
patients/residents of other DBHDS-operated facilities.
During the course of this inspection, OSIG reviewed the modified resident-complaint process at
VCBR, including variances and exemptions to the Human Rights Regulations. Code § 37.2-400(9)
asserts that all individuals subject to this section of the code “Have the right to an impartial review
of violations of the rights assured under this section.…” OSIG’s investigation found that two-thirds
of the VCBR Appeals Committee, which rules over the second and last tier of review for resident
complaints, consists of DBHDS Central Office employees, including the Assistant Commissioner of
Forensic Services, who provides oversight and management of services at the facility, and the State
Human Rights Director, who reports to the Assistant Commissioner for Quality Management and
Development.
The direct involvement of two DBHDS Central Office employees in the appeals process is
inconsistent with the intent of the Human Rights Regulations, does not provide the level of
independence provided other residents/patients of DBHDS-operated facilities, removes
independence and objectivity from the proceedings, and diminishes the review process as a result.

Summary, Observations and Recommendations
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RECOMMENDATION
The State Human Rights Committee review the current membership of the VCBR Appeals
Committee to ensure that VCBR residents are afforded the same level of independent
complaint review afforded patients/residents in other DBHDS facilities.
DBHDS RESPONSE
DBHDS disagrees with the assertion that "The direct involvement of two DBHDS
Central Office employees ... removes independence and objectivity from the
proceedings and diminishes the review process as a result." Working in DBHDS
Central Office is not a prose bar to staff acting independently and objectively when
reviewing resident complaints. All DBHDS employees are charged to ensure
patient/resident rights are protected and seasoned, professional staff are able to
objectively review policies, practice, and programs; even those they
oversee/supervise. That being said, DBHDS does appreciate that to the residents,
family members, and outside entities there may be the appearance of a conflict of
interest which could diminish the trust in the fairness and objectivity of the review
process. DBHDS will work with the State Human Rights Committee to change the
membership of the VCBR Appeals Committee. Specifically, the Assistant
Commissioner for Forensic Services will no longer serve on the committee as this
position does have direct administrative oversight of VCBR. A second member of
the SHRC will be appointed to the Appeals Review Committee. DBHDS feels it
remains vital for the State Human Rights Director to remain on the Appeals
Committee given her unique knowledge and understanding of the Human Rights
regulations and because the large volume of work would likely overwhelm a SHRC
member, who serves the Commonwealth in a volunteer capacity.

Observation 3: The State Human Rights Director does not report to the
DBHDS Commissioner as required by Section 12-VAC35-115-30 of the
Human Rights Regulations.
Section 12-VAC35-115-30 defines the State Human Rights Director as “the person employed by
and reporting to the commissioner who is responsible for carrying out the functions prescribed in
12-VAC35-115-250 F.”
Interviews and a review of the DBHDS organization chart reveals that the State Human Rights
Director reports to the Assistant Commissioner for Quality Management and Development.
RECOMMENDATION
DBHDS revise its organizational structure to comply with Code, ensuring the State Human
Rights Director reports directly to the DBHDS Commissioner.

Summary, Observations and Recommendations
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DBHDS RESPONSE
DBHDS acknowledges that 12VAC35-115-30 defines the State Human Rights
Director as the person employed by and reporting to the Commissioner who is
responsible for carrying out the functions prescribed in 12VAC35-115-250. While
the DBHDS Organizational Chart (attached)[See Appendix C] does show the Office
of Human Rights falling under the supervision of the Assistant Commissioner of
Quality Management & Development, there is notation (designated by asterisks) of a
reporting relationship also directly to the Commissioner. In essence, the State
Human Rights Director has dual supervision. The Assistant Commissioner for
Quality Management & Development provides the daily, administrative supervision
for the office, but the State Human Rights Director addresses more programmatic
issues/concerns (e.g. Requests for Exemptions, facility concerns, etc.) directly with
the Commissioner. The rationale for including the Office of Human Rights (OHR)
within the Division of Quality Management & Development is in support of the
Department's initiative to create and enhance the quality management system for
providers of mental health, substance abuse, intellectual disability, and
developmental disability services. OHR has developed a collaborative and symbiotic
relationship with other Offices within the Division of Quality Management to
maximize resources, decrease duplication of activities, and to enhance the overall
quality oversight of the system(s). The work of the Office of Human rights dovetails
into the work of the other offices thus it makes sense for the Office to remain within
the Division of Quality Management. That being said, DBHDS appreciates the
importance of the State Human Rights Director having a direct reporting
relationship with the Commissioner. DBHDS will modify the existing Organizational
Chart to make it abundantly clear that the State Human Rights Director does have a
direct reporting relationship to the Commissioner. In addition, the State Human
Rights Director will establish regular meeting times with the Commissioner to review
any emerging, pending, or ongoing human rights concerns.
OSIG Comment
During the course of OSIG’s inspection, interviews and the posted DBHDS
Organizational Chart confirmed the Office of Human Rights reported directly to the
Assistant Commissioner of Quality Management & Development. In December
2015, DBHDS removed the Organizational Chart from their website. The DBHDS
Organizational Chart provided in their response and dated January 1, 2016 shows the
Office of Human Rights falling under the supervision of the Assistant Commissioner
of Quality Management & Development with a notation designated by asterisks of a
concurrent reporting relationship to the Commissioner.

Summary, Observations and Recommendations
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Observation 4: The role of the human rights advocate is inconsistent with
the role defined by the Human Rights Regulations.
The DBHDS Office of Human Rights has assigned VCBR a part-time human rights advocate. The
assigned advocate splits time between VCBR and CVTC. Although there is a regional approach to
addressing complaints among the area providers, the assigned advocate has primary responsibility
for assisting residents with the complaint process and proactively addressing potential systemic
rights violations within the facility setting. Interviews revealed that two additional advocates provide
coverage for the assigned advocate during that individual’s absence or when additional assistance is
needed. The assigned human rights advocate reported to OSIG that phone contact is the primary
means for communicating with residents regarding complaints.
While interviews revealed that the defined role of the assigned human rights advocate at VCBR is
the same as it is at every other DBHDS facility, OSIG staff found the following inconsistencies in
practice:
• The assigned advocate reported that the standard practice at VCBR is to represent only
residents who could not represent themselves.
• The assigned advocate reported not visiting the units to observe resident and staff
interactions or not being available to residents other than through scheduled phone contacts.
• The VCBR Complaint Policy does not indicate that the Facility Director is to immediately
notify the assigned advocate once a compliant has been filed. This notification allows the
advocate to communicate with the resident to ensure that the person understands the rights
process.
RECOMMENDATION
The State Human Rights Committee, in consultation with the State Human Rights Director,
should review the current availability and role of the human rights advocate at VCBR and
revise current practice to ensure consistency with the duties and responsibilities outlined by
the Human Rights Regulations and are applied equally to residents and patients at all other
DBHDS-operated facilities. Once this has been completed, the complaint policy should be
updated to assure that the role of the advocate is clearly addressed.
DBHDS RESPONSE
DBHDS acknowledges that the role and functions of the human rights advocate at
VCBR should be consistent with the role at other DBHDS facilities. The human
rights advocate should represent the interests of all residents, regardless of their
ability to self-advocate. That being said, consistent with DBHDS practices, we do
encourage and teach individuals to self-advocate as these skills are essential for the
successful transition into the community where advocates are not readily present to
help resolve complaints/disputes (for example with parole officers, with courts, with
employers, with landlords). It appears that over time the human rights advocate had
altered her practices and conceptualization of her functions resulting in practices
Summary, Observations and Recommendations
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inconsistent with DBHDS practices. The Director of the Office of Human Rights
has met with the advocate and educated her regarding her role, function, and
practices. Her supervisor will continue to monitor her performance to ensure she is
acting in a manner consistent with the practices of advocates in other DBHDS
facilities to include making regular visits to housing units so as to allow her to
observe resident/staff interactions, to provide ongoing guidance to staff, and to be
more immediately available to residents. DBHDS will also have VCBR revise the
Complaint Policy to ensure the timely notification of the advocate of lodged
complaints.

Summary, Observations and Recommendations
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